Clinic Visit Note
Patient’s Name: Kailashben Patel
DOB: 01/08/1938
Date: 02/15/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of whole body ache, burning sensation in the rectum, burning sensation in both feet, and abdominal fullness.
SUBJECTIVE: The patient came today with her daughter-in-law stating that she has noticed generalized body pain and it is worse in the evening hours and the patient has used over‑the‑counter medication with some relief.
The patient also complained of upper abdominal fullness and appetite is poor and sometimes the patient has burning sensation and there is no acid reflux. The patient has seen GI specialist few years ago.

The patient also complained of joint pains especially both knees and also burning sensation in the feet and she has used lidocaine cream in the past with good relief.

REVIEW OF SYSTEMS: The patient denied excessive weight gain, headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to allergies or infection, chest pain, shortness of breath, vomiting, change in the stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe back pain, skin rashes, or loss of consciousness.
Also, the patient complained of loose bowels at least four or five times a week and she has not noticed any blood in the stools and is not tarry color.

PAST MEDICAL HISTORY: Significant for heartburn.
The patient has a history of hypertension and she is on losartan 100 mg once a day along with low-salt diet.

The patient has a history of gastritis and she is on omeprazole 40 mg once a day in empty stomach.

The patient has a history of urinary incontinence and she is on oxybutynin 5 mg once a day the nighttime.

The patient has a history of hypercholesterolemia and she is on simvastatin 10 mg once a day along with low-fat diet.

ALLERGIES: None.

RE: Kailashben Patel
Page 2
FAMILY HISTORY: Father had throat cancer and passed away.

PREVENTIVE CARE: Reviewed and discussed in detail.

SOCIAL HISTORY: The patient is a widow. She lives with her son and she never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is otherwise fairly active at home and she is on low-salt healthy cardiac diet.
OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness and bowel sounds are active. There is no suprapubic or CVA tenderness.

Rectal examination is unremarkable.

EXTREMITIES: No calf tenderness, pedal edema, or tremors. Peripheral pulses are bilaterally equal and feet are unremarkable.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.
Musculoskeletal examination reveals tenderness of the knee joints bilaterally without any joint effusion. The patient also had minimal tenderness in the cervical spine, but range of movement is unremarkable.
Skin is healthy without any rashes.

PSYCHOLOGICAL: The patient appears stable and has normal affect.
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